Dr. ROBERT HUTCHISON said that the chief interest to the physician in the discussion which was reopened that day resided in the question of diagnosis. Speaking for himself, if he were convinced that duodenal ulcer were present he would have no hesitation in recommending surgical treatment. He did not propose, in the course of his remarks, to consider the question of treatment at all; as to the precise form of surgical treatment to be adopted, the physician had no right to offer an opinion.
hunger-pain in deciding whether a patient had duodenal ulcer or not. Both of these conditions, however, were organic in nature, and no matter whether a patient had gall-stone, chronic appendix trouble, or duodenal ulcer, he was a fit subject for operation. But what concerned physicians more particularly was this: Was there a condition, not organic at all, but functional, which manifested itself by the presence of a pain in the late period of digestion? He believed that there was such a condition-namely, that to which the term " hyperchlorhydria " was commonly applied. He was not concerned to define the term " hyperchlorhydria." The important question was as to whether such a condition existed at all, and whether it was associated with hunger-pain as one of its chief symptoms. No one, he thought, would be sceptical as to the existence of hyperchlorhydria. Large collections of cases showed that it did occur, cases in which the excess of acid was demonstrated by the giving of a test meal. He believed that such patients did have as a symptom a pain which could not be described as other than hunger-pain. He took it that Mr. Moynihan would reply that these were not cases of hyperchlorhydria merely, but that there was present in all of them a duodenal ulcer. And that was the point at issue between the physician and the surgeon in this matter. It was not easy to prove the existence of a functional disease, seeing that the physician did not perform operations and that patients did not die of functional disorders; nevertheless, the physician had perhaps less difficulty in conceiving a functional condition than the surgeon, who was more apt to be biased in favour of organic conditions. Patients had, at all events, suffered from hyperchlorhydria, and, on their death from another cause, careful examination had discovered no organic lesion. He concluded, therefore, that hyperchlorhydria might exist for many years purely as a functional condition, and it was his (Dr. Hutchison's) contention that this functional condition was associated with hungerpain as a symptom. If they were asked to prove the absence of an ulcer in cases of hunger-pain, only two lines of evidence were possible. One of these was the result of operation in early cases, and the other possibly post-mortem evidence. There had not been many operations after merely one attack of hunger-pain. In one such case Mr. Moynihan admitted that it took a certain amount of pathological ingenuity to demonstrate the ulcer at all, but it was just possible to get a pathologist to say that he thought there had been an ulcer there. He had heard of another case in which no ulcer was found after one attack of pain, and if there was only one case showing no ulcer after an attack of hunger-pain Surgical Section it gave the whole matter away. If it were not possible to find any organic lesion in even one case after definite hunger-pain, it might be safely concluded that the condition was due to hyperchlorhydria alone.
As to post-mortem evidence, every physician would admit that in young men and men in early middle life hunger-pain was a relatively common symptom. If that were so, and if they admitted for the sake of argument that hunger-pain always meant duodenal ulcer, then he thought everyone would say that there ought to be a great deal more post-mortem evidence of scars in the duodenum than there was. The only escape from that dilemma was to contend that the ulcer might leave no sign of its presence afterwards. He did not think that Mr. Moynihan would maintain that. If, therefore, ulcer always left a scar behind it, and if hunger-pain always meant duodenal ulcer, these scars ought to be common. But out of some 2,000 post-mortem examinations at the London Hospital, the patients all having died from some other condition, indications of old duodenal ulcer were only found in three cases. In patients who had had phthisis early in life which had healed up, and who had subsequently died from something else, scars in the lungs were found. Why, therefore, should not scars be found in patients who had had duodenal ulcer ? He thought there was a danger of losing one's perspective when one was dealing to a certain extent with selected material. Was it not possible that Mr. Moynihan regarded duodenal ulcer as more common than it really was because he had such a large number of cases coming into his hands for treatment? Any form of specialism tended to make one lose perspective. The alienist, for example, thought we were all more or less mad. Anyone who saw a large number of patients of one class did unconsciously get hold of the idea that the particular condition was comnmoner than it really was. But surgeons might fairly ask, What was the relation of hyperchlorhydria, to duodenal ulcer ? Was there any relation at all ? His own idea was that a condition of congestion, hypercesthesia and hyperacidity of the stomach might last for a considerable time, with intervals between the attacks, and it was perfectly easy to understand that such a condition predisposed to the formation of ulcer. It might be that after this condition had existed for some length of time an ulcer formed. The difficulty would be to say definitely when a patient had passed the border-line-when he had ceased to have the condition of congestion and hyperacidity alone and when he had gone on to the formation of an ulcer. Of course, given such a condition as haemorrhage, the matter was settled once for all. But everyone knew that there might be duodenal F-19a ulcer long before there was melena. That raised a practical question which it was very desirable to settle in the course of that discussion: At what time should one operate? Mr. Moynihan had admitted that in the early stages of duodenal ulcer, or in what he (Dr. Hutchison) regarded as the stage of " hyperchlorhydria," the case was one for the physician. He wished to ask Mr. Moynihan how many definite attacks of hunger-pain should take place before it was right to operate. That was one of the most important questions for the physician to settle. His final point was this: After these cases had been operated upon, granting that a duodenal ulcer had been present, he still thought the patients should be kept under medical treatment for a considerable time. The patient should not be allowed to have an unrestricted diet after the operation was over. The operation was not the end of the treatment, and the patient still needed to be kept under the watchful eye of the physician.
Dr. A. F. HERTZ: Until eight years ago it was universally believed, as a result of the study of the clinical history of patients who were found after death to have a duodenal ulcer, that duodenal ulcer was a rare condition, occurring with one-twentieth the frequency of gastric ulcer, and that its diagnosis was generally impossible before haemorrhage or perforation had led to a fatal issue. Being brought up in this belief, I could not but read with scepticism Mr. Moynihan's earlier publications on dtuodenal ulcer, which suggested that it was a comparatively common disease, which could be diagnosed with certainty even in the absence of haomorrhage. I felt, however, that one could learn more on the subject from a surgeon who had operated on over 200 cases than by studying post-mortem records or by chemically investigating the contents of stomachs the anatomical condition of which was a matter of speculation. I was therefore very glad to avail myself on three occasions of Mr. Moynihan's kind offer to allow me to examine his patients, and subsequently, at the operation, to see him demonstrate the condition present. From my experience in Leeds I cannot help agreeing with Professor Osler's dictum that " we physicians have been napping, and that what the modern gastro-enterologist needs is a prolonged course of study at such surgical clinics as Leeds or Rochester, Minnesota." I am convinced that we must reject the old teaching based on pathological observations, and accept, with certain reservations, Mr. Moynihan's conclusions as to the frequency and the symptoms of
